MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH E63—024008

FDEFARTMENY OF FUSLIC HEALTH AND WELF;

Registration District N
DO NOT WRITE AME!
ON THIS STUB NDED 2561953 :
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY G’REENE B. STAIE{ISSOU-RI b. COUNTY BUTLER admiszion)
b, C(I)TY {1f outside carporate limits, give TOWNSHIP only) Length of stay in b e CITY Enside Limits:

1OWN  GPRINGFIELD 3 DAYS TowN FISK Yo i Mo DO

¢. FULL NAME OF (If NOT in hospital, give lecation) "Inside- Limits d..STREET (If cutside; give tocation Resid .F:
HOSPITAL OR ‘ADDRESS ) Reside on,Farm

24,2 INSTHUTION ST, JOHN'S HOSP, Ye (Xno O GENERAL DELIVERY |0 NeX
q .3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year.
(Type or print)” . OF
ARTHUR GARFIELD WELLS vea  JUNE 11 1963

5. SEX 6. COLOR OR RACE 7. -Married [  Never Marrisd [] [B. DATE OF BIRTH | - AGE {lest birthday} [IF UNDER 1 YEAR | IF UNDER 24 HR

MALE ' WHITE WidoweX0)  Ovoresd O | 2/22 /81 82 il el il S

10a: USUAL OCCUPATION {Give k:m‘l of work done | 10b. KIND OF BUSINESS QR INDUSTRY| 11. BIRTHPLACE [City and state or-country) | 12. CITIZEN OF 'WHAT coummfr

r $ rotir - . N
REPTELE workino i Sion f cairod FARMER TENNESSEE U.S.A.
“13a. FATHER‘S NAME- 13b. MOTHER'S MAIDEN‘NAA.QE 14. NAME OF HUUSBAND OR WIFE

STEVE M, WELLS JANE DALE
15. WAS DECEASED EVER IN U.S. ARMED FORCES?. j 17. ITNFORMANT Address

(Yn,.nﬁs unknown) ,(if yes, give war or dates of ser CLAUDE E . WELLS SEDALIA MO
) L]
18. CAUSE OF DEATH (Enter only one cause per line for'(a), {b), and (c). INTERVAL BETWEEN
PART 'I. DEATH WAS CAUSED ONSET AND DEATH
IMMEDIATE CAUSE (s) Mﬂ / &’Emwh

Conditions, If atw,} DUE TO (k)

}'.-“, ; STATE FILE NUMBER
rimary,Regis_!raﬂnn-Dlnr[:_t No o4 e Registrar's No. ... » 4

VS 300
Rev. 4/59

DATE AMENDED

DOCUMENT

which gave tise to
above cause (&),
stating the :under.
{ying cause [ast

* DUE TO {¢)

PAR‘I’ 1l. OTHER:SIGNIFICANT CONDITIONS -CONTRIBUTING TO: DEATH butnot related 1o the terminal: ‘PART 111 If decensed was fomale was
- disease condition given in PART | {a) there ».prégnancy in last 90 days.

l O Yes | ] No* l [J -Unknown
9. WAS AUTOPSV I 20a; AC# SUICIDE HOMDIC'IDE 20b, DESCRIBE HOW INJURY OCCURRED. (§nter nature of injury in PART.] or PART I of'item 18.)

PE'RFO g r z W
20: TIME OF Heour th, Day, Year

(NJURY am, N . . Y *

' ) — STATE
20d. INJURY. OCCURRED . - 20e. D(ACE OF INJURY (e.g.,.in or |bout home, . | 20f. CITY TOWN, OR: LOC, COLINTY
- WHILE AT WORK [iv-1%) : offnce bl ;
NOT-WHILE AT WORK . ) w’
N, 0, ded the d d from R lg ‘1’ W him alwe nn

o 10 H 5 0_ P . M. ya i m on the.date stated ‘above, and to the best of.fny knowledge, From the causes stated. <

P '22¢. DATE SIGNED

- $ion poree - /Zj‘;;, BLleasTonE Lo22f
‘ YT A (Cil un (State) 7-‘

23a. BURIAL, CREMAT )N, . . ! 23d. t?ﬂ%%{ EMT? who .

REMOVAL

241 F RAL ECTOR ADDRESS 25. DATE RECD. BY LOCAL REG, 4 EGIS ‘S SquATU
U ﬂ&HMEYER FUNERAL HOME b R~ 53| .{ Aze g o
—SPRINGEIRED—MO

D

AMENDMENTS ON TH!S RECORD ARE AS FOLLOWS
INSTEAD CF

K

MEpIC{«l csmFchﬂoN

4

OR
TYPEWRITER RIBBON

" Desth occyrred at’”

USE BLACK

ITEM NO.| SHOULD READ

BY AFFIDAVIT OF

i

O . u ibalr a Side)

Tokn 4.4 T5p




L}

STATEMENT BY LICENSED EMBALMER
4 .
& - .

l 3
| heteby cerfify that the body whose name is recorded on the reverse side of this cenificate was embalmed by me,

5

or by Student Embalmer No.

working under my personal supervision,

Student.

Signature of Student Embalmer

I.u:ensed Embalmer No

P. 0 AddressW}%

Nofe: The 'above MUST BE SIGNED. BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).

- If embalmed by a STUDENT, he aiso shall sign in his OWN handwriting.

If this bady is not embalmed, fact should be so stated above.




